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a 43 year old male who was diagnosed with psoriasis when he was 10 years old. Recently, he 
its your clinic and shows you white scaly plaques covering approximately 15% of his body surface 
area (BSA). The never-ending dry winter months seem to have taken a toll on LT's mood as well as his 
psoriasis. He takes acetaminophen 500 mg PRN for his knee, which he injured a few years ago ina 
skiing accident. Other medications include atorvastatin 10 mg daily for dyslipidemia, 
hydrochlorothiazide 25 mg daily and propranolol 40 mg twice daily for his hypertension and sildenafil 
50 mg PRN for erectile dysfunction. He drinks 5 beers/week, smokes half a pack of cigarettes per day, 
and exercises 40 minutes almost every day. 


At the current time, what is the severity of LT’s psoriasis classified as? 


Select one: 
Mild * 
Mild to moderate borderline % 
Moderate X% 
Rose Wang (ID:113212) this answer is incorrect. Based on LT's BSA and according to 
the National Psoriasis Foundation, the psoriasis is more severe. 
Severe 


Marks for this submission: 0.0/1.0. 


TOPIC: Psoriasis 


LEARNING OBJECTIVE: 
To understand how to differentiate the severity of psoriasis by body surface area (BSA). 


BACKGROUND: 


Psoriasis is a chronic immune-mediated skin disease with distinct characteristics of erythematous papules 
that can present with a silver scale (typically chronic plaque psoriasis). Other presentations are also possible 
such as guttate, pustular, erythrodermic, inverse and nail psoriasis. Psoriasis and its presentation are due to a 
hyper-proliferated state and abnormal differentiation of the epidermis, the presence of inflammatory 
mediators and vascular dilation. Risk factors for psoriasis include genetics, ethnicity, smoking, obesity, vitamin 
D deficiency, and alcohol consumption. Potential triggers include infections, drugs, stress, injury/trauma, low 
humidity, season (flare-ups can be worse in the cold season) and pregnancy (although improvement can 
occur for some patients during pregnancy, other patient's psoriasis can get worse). 


There are many topical and systemic therapies used for the treatment of psoriasis. Treatment is chosen based 
on efficacy, safety, cost, convenience and patient-specific factors (e.g. location of psoriasis on the body). 
Different classes include, corticosteroids, biologic response modifiers (e.g. TNF-a inhibitors), 
immunosuppressives, retinoids, vitamin D derivatives, keratolytic agents, anthracene derivatives, calcineurin 
inhibitors (although approved for atopic dermatitis, are still used in psoriasis of the face) and tars. 


The diagnosis of psoriasis involves evaluation and assessment which includes BSA involvement. According to 
the National Psoriasis Foundation, the following BSA involvement corresponds with psoriasis severity: 


e Mild psoriasis is classified as BSA involvement of < 5%. 
e Moderate psoriasis is classified as BSA involvement of 5-10%. 


e Severe psoriasis is classified as BSA involvement of > 10%. 


RATIONALE: 
Correct Answer: 


e Severe - Based on LT’s BSA of > 10%, the psoriasis is severe (as per the National Psoriasis Foundation). 


Incorrect Answers: 


e Mild - Based on LT's BSA and according to the National Psoriasis Foundation, the psoriasis is more 
severe. 


e Mild to moderate borderline - Based on LT's BSA and according to the National Psoriasis Foundation, 
the psoriasis is more severe. 
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e Moderate - Based on LT's BSA and according to the National Psoriasis Foundation, the psoriasis is 
more severe. 


TAKEAWAY/KEY POINTS: 


A BSA involvement of < 5% corresponds to mild psoriasis, a BSA involvement of 5-10% corresponds to 
moderate psoriasis and BSA involvement of > 10% corresponds to severe psoriasis. 
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The correct answer is: Severe 


Which of LT's medication is most likely to exacerbate his psoriasis? 


Select one: 
Acetaminophen * 


Propranolol 


Hydrochlorothiazide % 


Atorvastatin * 3 7 
Rose Wang (ID:113212) this answer is incorrect. Atorvastatin has not been known to 


trigger psoriasis. 


Maris for this submission: 0.0/1.0. 


TOPIC: Psoriasis 


LEARNING OBJECTIVE: 


To understand different medication triggers for psoriasis. 


BACKGROUND: 


Psoriasis is a chronic immune-mediated skin disease with distinct characteristics of erythematous papules 
that can present with a silver scale (typically chronic plaque psoriasis). Other presentations are also possible 
such as guttate, pustular, erythrodermic, inverse, and nail psoriasis. Psoriasis and its presentation are due to a 
hyper-proliferated state and abnormal differentiation of the epidermis, the presence of inflammatory 
mediators and vascular dilation. Risk factors for psoriasis include genetics, ethnicity, smoking, obesity, vitamin 
D deficiency, and alcohol consumption. Potential triggers include infections, drugs (eg. beta-blockers, 
lithium, antimalaria drugs, oral steroids, NSAIDs), stress, injury/trauma, low humidity, season (flare-ups can be 
worse in the cold season), and pregnancy (although improvement can occur for some patients during 
pregnancy, other patients’ psoriasis can get worse). 


There are many topical and systemic therapies used for the treatment of psoriasis. Treatment is chosen based 
on efficacy, safety, cost, convenience, and patient-specific factors (e.g. location of psoriasis on the body). 
Different classes include corticosteroids, biologic response modifiers (e.g. TNF-a inhibitors), 
immunosuppressives, retinoids, vitamin D derivatives, keratolytic agents, anthracene derivatives, calcineurin 
inhibitors (although approved for atopic dermatitis, are still used in psoriasis of the face), and tars. 


RATIONALE: 
Correct Answer: 


* Propranolol - Beta-blockers (e.g. propranolol) have been associated with triggering psoriasis. 


Incorrect Answers: 
* Acetaminophen - Acetaminophen has not been known to trigger psoriasis. 
+ Hydrochlorothiazide - Hydrochlorothiazide has not been known to trigger psoriasis. 
e Atorvastatin - Atorvastatin has not been known to trigger psoriasis. 
TAKEAWAY/KEY POINTS: 
Medication triggers for psoriasis include beta-blockers, lithium, antimalaria drugs, oral steroids, and NSAIDs. 


REFERENCE: 


[1] National Psoriasis Foundation. Causes and Triggers. htips://www.psoriasis.org/about-psoriasis/causes. 
[2] Langley RGB. Psoriasis. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian Pharmacists 
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J Cutan Med Surg. 2011;15(4):210-219. doi: 10.2310/7750.2011.10066. 

[4] Canadian Psoriasis Guidelines Addendum Committee. 2016 Addendum to the Canadian Guidelines for the 
Management of Plaque Psoriasis 2009. / Cutan Med Surg. 2016;20(5):375-431. doi: 
10.1177/1203475416655705. 

[5] Feldman SR, Epidemiology, clinical manifestations, and diagnosis of psoriasis. In: Post T, ed, UpToDate. 
Waltham, MA. www.uptodate.com. 

[6] Feldman SR, Treatment of psoriasis in adults. In: Post T, ed. UpToDate. Waltham, MA. www.uptodate.com 


The correct answer is: 
Propranolol 


Which of the following systemic medications can be used in resistant plaque psoriasis in the case of 
treatment failure with topical options? 


Select one: 


Coal tar preparations% 
Miconazole x 
Hydrocortisone % 
Methotrexate ~ 


Rose Wang (ID:113212) this answer is correct. Methotrexate is considered a first- 
line systemic oral agent for managing resistant psoriasis 


Marks for this submission: 1.0/1.0. 
TOPIC: Psoriasis 


LEARNING OBJECTIVE: 


To understand the treatment options for severe or resistant psoriasis. 


BACKGROUND: 


Psoriasis is a chronic immune-mediated skin disease with distinct characteristics of erythematous papules 
that can present with a silver scale (typically chronic plaque psoriasis). Other presentations are also possible 
such as guttate, pustular, erythrodermic, inverse and nail psoriasis. Psoriasis and its presentation are due to a 
hyper-proliferated state and abnormal differentiation of the epidermis, the presence of inflammatory 
mediators and vascular dilation. Risk factors for psoriasis include genetics, ethnicity, smoking, obesity, vitamin 
D deficiency, and alcohol consumption. Potential triggers include infections, drugs, stress, injury/trauma, low 
humidity, season (flare-ups can be worse in the cold season) and pregnancy (although improvement can 
occur for some patients during pregnancy, other patient's psoriasis can get worse). 


There are many topical and systemic therapies used for the treatment of psoriasis. Treatment is chosen based 
on efficacy, safety, cost, convenience and patient-specific factors (e.g. location of psoriasis on the body). 
Different classes include corticosteroids, biologic response modifiers (e.g. TNF-a inhibitors), 
immunosuppressives, retinoids, vitamin D derivatives, keratolytic agents, anthracene derivatives, calcineurin 
inhibitors (although approved for atopic dermatitis, are still used in psoriasis of the face) and tars. 


The use of topical steroids can be selected through the severity and location of psoriasis. Low potency 
steroids include hydrocortisone acetate and can be used for the flexures or face. Moderate potency steroids 
include betamethasone valerate and hydrocortisone valerate and can be used for the trunk, arms and legs. 
High potency steroids include betamethasone dipropionate, clobetasol propionate, fiuocinonide, and 
mometasone furoate which may be required for short intervals on the palms and soles of the feet. Side 
effects of long-term topical steroid use (especially higher potency) include thinning skin, skin atrophy and 
contact dermatitis. 


There are different treatment regimens that can be used for psoriasis management. Monotherapy involves 
one agent, which can help limit side effects and improve adherence but may not be adequate enough 
therapy. Combination therapy involves > 2 different medications at lower doses which can be more effective 
than monotherapy. Rotational therapy involves rotating therapy every 1-2 years to minimize cumulative 
toxicity. Sequential therapy involves an initial therapy to provide rapid effect for quick improvement of 
psoriasis followed by the transition to safer maintenance therapy with fewer long-term side effects, 


In severe or resistant psoriasis, immunosuppressive therapies (e.g. apremilast, cyclosporin, methotrexate), 
TNF-a inhibitors (e.g. adalimumab, etanercept, infliximab), interleukin (IL)-17 inhibitors (e.g. ixekizumab, 
secukinumab), IL-23 inhibitors (e.g. guselkumab) and IL-12 and IL-23 inhibitors (e.g. ustekinumab) have been 
approved to be used. 


RATIONALE: 


Correct Answer: 


e Methotrexate - Methotrexate is considered a first-line systemic oral agent for managing resistant 
psoriasis. 


Incorrect Answers: 


Coal tar preparations - This may only be effective for mild psoriasis and may not be effective for 
moderate to severe or resistant psoriasis. 


Miconazole - Miconazole is an antifungal, with no place in psoriasis treatment. 


Hydrocortisone - Topical corticosteroids, such as hydrocortisone, are a first-line topical option for 
mild-moderate psoriasis and may not be effective for severe or resistant psoriasis. 
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TAKEAWAY/KEY POINTS: 


In severe or resistant psoriasis, immunosuppressive therapies, TNF-a inhibitors, interleukin (IL)-17 inhibitors, 
IL-23 inhibitors and IL-12 and IL-23 inhibitors have been approved for use. 


REFERENCE: 
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10.1177/1203475416655705. 

[4] Feldman SR. Epidemiology, clinical manifestations, and diagnosis of psoriasis. In: Post T, ed, UpToDate. 
Waltham, MA. www.uptodate.com. 

[5] Feldman SR. Treatment of psoriasis in adults. In: Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 
[6] Corticosteroids: Topical (CPhA Monograph). In: Compendium of Pharmaceuticals and Specialties. Ottawa, 
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The correct answer is: Methotrexate 


Which of the following statements is INCORRECT regarding psoriasis? 


Select one: 


Topical corticosteroid use can cause dermal thinning and telangiectasia % 

Systemic v 

E GED Rose Wang (ID:113212) this answer is correct. Topical corticosteroids 

isthevestinmontion with or without steroid-sparing agents are the preferred first-line 

FOPO pharmacotherapy options, as they minimize the risk of systemic steroid 
exposure. 


An example of a vitamin D3 analogue medication is calcipotriol X 


Combination therapy allows for decreased side-effects due to less frequent dosing of each drug * 


Mars for this submission: 1.0/1.0. 
TOPIC: Psoriasis 


LEARNING OBJECTIVE: 
To understand the treatment options in psoriasis. 


BACKGROUND: 


Psoriasis is a chronic immune-mediated skin disease with distinct characteristics of erythematous papules 
that can present with a silver scale (typically chronic plaque psoriasis). Other presentations are also possible 
such as guttate, pustular, erythrodermic, inverse and nail psoriasis. Psoriasis and its presentation are due to a 
hyper-proliferated state and abnormal differentiation of the epidermis, the presence of inflammatory 
mediators and vascular dilation. Risk factors for psoriasis include genetics, ethnicity, smoking, obesity, vitamin 
d deficiency, and alcohol consumption. Potential triggers include infections, drugs, stress, injury/trauma, low 
humidity, season (flare-ups can be worse in the cold season) and pregnancy (although improvement can 
occur for some patients during pregnancy, other patient's psoriasis can get worse). 


There are many topical and systemic therapies used for the treatment of psoriasis. Treatment is chosen based 
on efficacy, safety, cost, convenience and patient-specific factors (e.g. location of psoriasis on the body). 
Different classes include, corticosteroids (topical, not systemic), biologic response modifiers (e.g. TNF-a 
inhibitors), immunosuppressives, retinoids, vitamin d derivatives, keratolytic agents or vitamin D3 analogues 
(e.g. calcipotriol), anthracene derivatives, calcineurin inhibitors (although approved for atopic dermatitis, are 
still used in psoriasis of the face) and tars. 


The use of topical steroids can be selected through the severity and location of psoriasis. Low potency 
steroids include hydrocortisone acetate and can be used for the flexures or face. Moderate potency steroids 
include betamethasone valerate and hydrocortisone valerate and can be used for the trunk, arms and legs. 
High potency steroids include betamethasone dipropionate, clobetasol propionate, fluocinonide, and 
mometasone furoate which may be required for short intervals on the palms and soles of the feet. Side 
effects of long-term topical steroid use (especially higher potency) include thinning skin, telangiectasia, skin 
atrophy and contact dermatitis. 


There are different treatment regimens that can be used for psoriasis management. Monotherapy involves 
one agent, which can help limit side effects and improve adherence but may not be adequate enough 
therapy. Combination therapy involves > 2 different medications at lower doses which can be more effective 
than monotherapy. Rotational therapy involves rotating therapy every 1-2 years to minimize cumulative 
toxicity. Sequential therapy involves an initial therapy to provide rapid effect for quick improvement of 
psoriasis followed by the transition to safer maintenance therapy with fewer long-term side effects, 


RATIONALE: 
Correct Answer: 
* Systemic corticosteroid therapy is the first-line option for psoriasis - Topical corticosteroids with or 


without steroid-sparing agents are the preferred first-line pharmacotherapy options, as they minimize 
the risk of systemic steroid exposure. 


Incorrect Answers: 
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* Topical corticosteroid use can cause dermal thinning and telangiectasia - Dermal thinning and 
telangiectasia are side effects of topical corticosteroid use. 


* An example of a vitamin D3 analogue medication is calcipotriol - This statement is true as 
calcipotriol prevents overgrowth of keratinocytes. 


* Combination therapy allows for decreased side-effects due to less frequent dosing of each drug - 
This statement is true as combination therapy allows for alternating medication administration, which 
decreases the daily dose of each specific medication within the combination. 


TAKEAWAY/KEY POINTS: 
Systemic corticosteroid therapy is not used for psoriasis management. 
REFERENCE: 
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Management of Plaque Psoriasis 2009. J Cutan Med Surg. 2016;20(5):375-431. doi: 
10.1177/1203475416655705. 

[4] Feldman SR, Epidemiology, clinical manifestations, and diagnosis of psoriasis. In: Post T, ed, UpToDate. 
Waltham, MA. www.uptodate.com. 

[5] Feldman SR, Treatment of psoriasis in adults. In: Post T, ed. UpToDate. Waltham, MA. www.uptodate.com 
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The correct answer is: Systemic corticosteroid therapy is the first-line option for psoriasis 


All of the following are important non-pharmacological recommendations to make for LT in regards to 
controlling his psoriasis EXCEPT: 


Select one: 


Encourage him to quit or decrease the amount of smoking % 
Use a humidifier, especially if spending time in a dry environment ® 


Encourage av 
high-fat diet Rose Wang (ID:113212) this answer is correct. This statement is false, apart from 


avoiding triggers, there is no specific diet that can aid in psoriasis management. 


Wear loose-fitting clothing in order to minimize excessive skin friction X 


Marks for this submission: 1.0/1.0. 
TOPIC: Psoriasis 


LEARNING OBJECTIVE: 
To understand non-pharmacological approaches to managing psoriasis. 


BACKGROUND: 


Psoriasis is a chronic immune-mediated skin disease with distinct characteristics of erythematous papules 
that can present with a silver scale (typically chronic plaque psoriasis). Other presentations are also possible 
such as guttate, pustular, erythrodermic, inverse and nail psoriasis. Psoriasis and its presentation are due to a 
hyper-proliferated state and abnormal differentiation of the epidermis, the presence of inflammatory 
mediators and vascular dilation. Risk factors for psoriasis include genetics, ethnicity, smoking, obesity, vitamin 
D deficiency, and alcohol consumption. Potential triggers include infections, drugs, stress, injury/trauma, 
tight-fitting clothes, low humidity, season (flare-ups can be worse in the cold season) and pregnancy 
(although improvement can occur for some patients during pregnancy, other patients’ psoriasis can get 
worse). 


Non-pharmacological management of psoriasis includes minimizing modifiable risk factors through smoking 
cessation, limiting alcohol consumption, weight management and vitamin D supplementation as well as 
avoiding triggers whenever possible. 


There are many topical and systemic therapies used for the treatment of psoriasis. Treatment is chosen based 
on efficacy, safety, cost, convenience and patient-specific factors (e.g. location of psoriasis on the body). 
Different classes include corticosteroids, biologic response modifiers (e.g. TNF-a inhibitors), 
immunosuppressives, retinoids, vitamin D derivatives, keratolytic agents, anthracene derivatives, calcineurin 
inhibitors (although approved for atopic dermatitis, are still used in psoriasis of the face) and tars. 


RATIONALE: 
Correct Answer: 


e Encourage a high-fat diet - This statement is false, apart from avoiding triggers, there is no specific 
diet that can aid in psoriasis management. 


Incorrect Answers: 


* Encourage him to quit or decrease the amount of smoking - This statement is true, as smoking has 
been shown to cause psoriasis flare-ups. 


* Use a humidifier, especially if spending time in a dry environment - This statement is true, as low 
humidity has heen associated with nsoriasis flare-uns 
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e Wear loose-fitting clothing in order to minimize excessive skin friction - This statement is true, as 
tight clothing can cause too much skin contact, which can exacerbate psoriatic lesions. 


TAKEAWAY/KEY POINTS: 


Non-pharmacolagical management of psoriasis includes minimizing the impacts of modifiable risk factors 
and avoiding triggers whenever possible. 


REFERENCE: 


[1] Gisondi P, Del Giglio M, Girolomoni G. Treatment Approaches to Moderate to Severe Psoriasis. Int J Mol 
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[B] Papp K, Gulliver W, Lynde C, et al. Canadian guidelines for the management of plaque psoriasis: overview. 
J Cutan Med Surg. 2011;15(4):210-219. doi: 10.2310/7750.201 1.10066. 


[4] Canadian Psoriasis Guidelines Addendum Committee. 2016 Addendum to the Canadian Guidelines for the 
Management of Plaque Psoriasis 2009. J Cutan Med Surg. 2016;20(5):375-431. doi: 
10.1177/1203475416655705. 

[5] Feldman SR. Epidemiology, clinical manifestations, and diagnosis of psoriasis. In: Post T, ed. UpToDate. 
Waltham, MA. www.uptodate.com. 

[6] Feldman SR. Treatment of psoriasis in adults. In: Post T, ed. UpToDate. Waltham, MA. www.uptodate.com 


The correct answer is: Encourage a high-fat diet 


LT has been applying topical clobetasol propionate as needed because he is concerned about the 
possible side-effects associated with strong topical corticosteroid use for long periods of time. When 
LT does apply clobetasol it does help control his psoriasis. 


Which of the following options is most appropriate for LT? 


Select one: 


Tell him there is nothing to worry about with long-term topical clobetasol treatment and advise him * 
to continue applying it 


Recommend to his doctor the combination Y 
of a steroid-sparing agent as well as a 

lower potency steroid instead of the 
clobetasol 


Rose Wang (ID:113212) this answer is 

correct. Combination therapy can be more 
effective than monotherapy and generally lower 
doses can be used. 


Switch clobetasol with over-the-counter hydrocortisone acetate cream X 
Discontinue steroid therapy and recommend regular application of moisturizers % 


Marks for this submission: 1.0/1.0. 
TOPIC: Psoriasis 


LEARNING OBJECTIVE: 
To understand the side effects of topical corticosteroid use in psoriasis and alternative therapeutic regimens. 


BACKGROUND: 


Psoriasis is a chronic immune-mediated skin disease with distinct characteristics of erythematous papules 
that can present with a silver scale (typically chronic plaque psoriasis). Other presentations are also possible 
such as guttate, pustular, erythrodermic, inverse and nail psoriasis. Psoriasis and its presentation are due to a 
hyper-proliferated state and abnormal differentiation of the epidermis, the presence of inflammatory 
mediators and vascular dilation. Risk factors for psoriasis include genetics, ethnicity, smoking, obesity, vitamin 
D deficiency, and alcohol consumption. Potential triggers include infections, drugs, stress, injury/trauma, low 
humidity, season (flare-ups can be worse in the cold season) and pregnancy (although improvement can 
occur for some patients during pregnancy, other patients’ psoriasis can get worse). 


There are many topical and systemic therapies used for the treatment of psoriasis. Treatment is chosen based 
on efficacy, safety, cost, convenience and patient-specific factors (e.g. location of psoriasis on the body). 
Different classes include corticosteroids, biologic response modifiers (e.g. TNF-a inhibitors), 
immunosuppressives, retinoids, vitamin D derivatives, keratolytic agents, anthracene derivatives, calcineurin 
inhibitors (aithough approved for atopic dermatitis, are still used in psoriasis of the face) and tars. 


The use of topical steroids can be selected through the severity and location of psoriasis. Low potency 
steroids include hydrocortisone acetate and can be used for the flexures or face. Moderate potency steroids 
include betamethasone valerate and hydrocortisone valerate and can be used for the trunk, arms and legs. 
High potency steroids include betamethasone dipropionate, clobetasol propionate, fiuocinonide, and 
mometasone furoate which may be required for short intervals on the palms and soles of the feet. Side 
effects of long-term topical steroid use (especially higher potency) include thinning skin, skin atrophy and 
contact dermatitis. 


There are different treatment regimens that can be used for psoriasis management. Monotherapy involves 
one agent, which can help limit side effects and improve adherence but may not be adequate enough 
therapy. Combination therapy involves > 2 different medications at lower doses which can be more effective 
than monotherapy. Rotational therapy involves rotating therapy every 1-2 years to minimize cumulative 
toxicity. Sequential therapy involves an initial therapy to provide rapid effect for quick improvement of 
psoriasis followed by the transition to safer maintenance therapy with fewer long-term side effects, 


Question 7 
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RATIONALE: 
Correct Answer: 
* Recommend to his doctor the combination of a steroid-sparing agent as well as a lower potency 


steroid instead of the clobetasol - Combination therapy can be more effective than monotherapy and 
generally lower doses can be used. 


Incorrect Answers: 


* Tell him there is nothing to worry about with long-term topical clobetasol treatment and advise 
him to continue applying it - This recommendation does not take into account patient preferences 
and there are side effects related to high potency corticosteroid use for prolonged periods of time. 


Switch clobetasol with over-the-counter hydrocortisone acetate cream - Hydrocortisone acetate 
cream is not potent enough and is only reserved for the management of mild psoriasis. 


* Discontinue steroid therapy and recommend regular application of moisturizers - This 
recommendation is not appropriate for LT, especially as he presents to the pharmacy with signs of 
uncontrolled psoriasis. 


TAKEAWAY/KEY POINTS: 


Combination therapy involves > 2 different medications at lower doses which can be more effective than 
monotherapy. 


REFERENCE: 


[1] Langley RGB. Psoriasis. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian Pharmacists 
Association. https://myrxtx.ca. 

[2] Papp K, Gulliver W, Lynde C, et al. Canadian guidelines for the management of plaque psoriasis: overview. 
J Cutan Med Surg. 2011;15(4):210-219. doi: 10.2310/7750.2011.10066. 

[3] Canadian Psoriasis Guidelines Addendum Committee. 2016 Addendum to the Canadian Guidelines for the 
Management of Plaque Psoriasis 2009. / Cutan Med Surg. 2016;20(5):375-431. doi: 
10.1177/1203475416655705. 

[4] Feldman SR. Epidemiology, clinical manifestations, and diagnosis of psoriasis. In: Post T, ed. UpToDate. 
Waltham, MA. www.uptodate.com. 

[5] Feldman SR. Treatment of psoriasis in adults. In: Post T, ed. UpToDate. Waltham, MA. www.uptodate.com: 


The correct answer is: Recommend to his doctor the combination of a steroid-sparing agent as well as a 
lower potency steroid instead of the clobetasol 


Why is cyclosporine limited in its use for the treatment of psoriasis? 


Select one: 
Cyclosporine has poor efficacy when used for the management of psoriasis. X 
Cyclosporine is not indicated for the management of psoriasis X% 
Prolonged cyclosporine use leads to tolerance X 


Cyclosporine is associated = 


wheal dvstuncion Rose Wang (ID:113212) this answer is correct. Side effects of 


cyclosporin use include renal dysfunction. 


Marks for this submission: 1.0/1.0. 


TOPIC: Psoriasis 


LEARNING OBJECTIVE: 
To understand the role of cyclosporine for the treatment of psoriasis. 


BACKGROUND: 


Psoriasis is a chronic immune-mediated skin disease with distinct characteristics of erythematous papules 
that can present with a silver scale (typically chronic plaque psoriasis). Other presentations are also possible 
such as guttate, pustular, erythrodermic, inverse and nail psoriasis. Psoriasis and its presentation are due to a 
hyper-proliferated state and abnormal differentiation of the epidermis, the presence of inflammatory 
mediators and vascular dilation. Risk factors for psoriasis include genetics, ethnicity, smoking, obesity, vitamin 
D deficiency, and alcohol consumption. Potential triggers include infections, drugs, stress, injury/trauma, low 
humidity, season (flare-ups can be worse in the cold season) and pregnancy (although improvement can 
occur for some patients during pregnancy, other patients’ psoriasis can get worse). 


There are many topical and systemic therapies used for the treatment of psoriasis. Treatment is chosen based 
on efficacy, safety, cost, convenience and patient-specific factors (eg,, location of psoriasis on the body). 
Different classes include corticosteroids, biologic response modifiers (e.g, TNF-a inhibitors), 
immunosuppressives, retinoids, vitamin D derivatives, keratolytic agents, anthracene derivatives, calcineurin 
inhibitors (although approved for atopic dermatitis, are still used in psoriasis of the face) and tars. 


There are different treatment regimens that can be used for psoriasis management. Monotherapy involves 
one agent, which can help limit side effects and improve adherence but may not be adequate enough 
therapy. Combination therapy involves > 2 different medications at lower doses which can be more effective 
than monotherapy. Rotational therapy involves rotating therapy every 1-2 years to minimize cumulative 
toxicity. Sequential therapy involves an initial therapy to provide rapid effect for quick improvement of 
psoriasis followed by the transition to safer maintenance therapy with fewer long-term side effects. 


Cvclosnarine is a strana immunasunoressive that is used for moderate to severe nsoriasis with aoad efficacy. 


Question 8 
ID: 51319 


Incorrect 


Ithas many drug interactions through the cytochrome P450 pathway with inhibitors and inducers. Side 
effects include hypertension, hyperlipidemia, renal dysfunction, tremor, excessive hair growth and headache. 
RATIONALE: 

Correct Answer: 


* Cyclosporine is associated with renal dysfunction - Side effects of cyclosporine use include renal 
dysfunction. 


Incorrect Answers: 


Cyclosporine has poor efficacy when used for the management of psoriasis - Cyclosporine is an 
effective long-term treatment of psoriasis. 


Cyclosporine is not indicated for the management of psoriasis - Cyclosporine is indicated for the 
management of moderate to severe psoriasis. 


Prolonged cyclosporine use leads to tolerance - Tolerance does not develop with the use of 
cyclosporine. 


TAKEAWAY/KEY POINTS: 

Cyclosporine is used in moderate to severe psoriasis and is a potent immunomodulator. Side effects include 
hypertension, hyperlipidemia, renal dysfunction, tremor, excessive hair growth and headache. 
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The correct answer is: Cyclosporine is associated with renal dysfunction 


Which of the following pharmacological therapies for the management of psoriasis are strictly 
contraindicated in pregnant women? 


Select one: 
Calcipotriol ¥ 
Betamethasone valerate * 
Tazarotene ¥ 
Beare Rose Wang (ID:113212) this answer is incorrect. Etanercept is a TNF-a. inhibitor and 


although evidence is mixed, there is an alternative option that is known to be 
teratogenic. 


Marks for this submission: 0.0/1.0. 
TOPIC: Psoriasis 


LEARNING OBJECTIVE: 
To understand the psoriasis treatment options in pregnancy. 


BACKGROUND: 


Psoriasis is a chronic immune-mediated skin disease with distinct characteristics of erythematous papules 
that can present with a silver scale (typically chronic plaque psoriasis). Other presentations are also possible 
such as guttate, pustular, erythrodermic, inverse, and nail psoriasis. Psoriasis and its presentation are due toa 
hyper-proliferated state and abnormal differentiation of the epidermis, the presence of inflammatory 
mediators, and vascular dilation. Risk factors for psoriasis include genetics, ethnicity, smoking, obesity, 
vitamin D deficiency, and alcohol consumption. Potential triggers include infections, drugs, stress, 
injury/trauma, low humidity, season (flare-ups can be worse in the cold season), and pregnangy (although 
improvement can occur for some patients during pregnancy, other patients’ psoriasis can get worse). 


There are many topical and systemic therapies used for the treatment of psoriasis. Treatment is chosen based 
on efficacy, safety, cost, convenience, and patient-specific factors (e.g. location of psoriasis on the body). 
Different classes include corticosteroids, biologic response modifiers (e.g. TNF-a inhibitors), 
immunosuppressives, retinoids, vitamin D derivatives, keratolytic agents, anthracene derivatives, calcineurin 
inhibitors (although approved for atopic dermatitis, they are still used in psoriasis of the face), and tars. 


The use of topical steroids can be selected through the severity and location of psoriasis. Low potency 
steroids include hvdrocortisone acetate and can be used for the flexures or face. Moderate notencv steroids 


include betamethasone valerate and hydrocortisone valerate and can be used for the trunk, arms, and legs. 
High potency steroids include betamethasone dipropionate, clobetasol propionate, fluocinonide, and 
mometasone furoate which may be required for short intervals on the palms and soles of the feet. Side 
effects of long-term topical steroid use (especially higher potency) include thinning skin, skin atrophy, and 
contact dermatitis. 


There are different treatment regimens that can be used for psoriasis management. Monotherapy involves 
‘one agent, which can help limit side effects and improve adherence but may not be adequate enough 
therapy. Combination therapy involves > 2 different medications at lower doses which can be more effective 
than monotherapy. Rotational therapy involves rotating therapy every 1-2 years to minimize cumulative 
toxicity. Sequential therapy involves an initial therapy to provide a rapid effect for quick improvement of 
psoriasis followed by the transition to safer maintenance therapy with fewer long-term side effects. 


In pregnancy, if treatment is required, low to moderate potency topical corticosteroids remain the first-line 
throughout pregnancy. There are conflicting reports for the use of anthralin and coal tar during pregnancy. 
Topical salicylic acid can be used in pregnancy. Vitamin D derivatives (eg. calcipotriol) safety in pregnancy 
has not been established. Retinoids (e.g. tazarotene, acitretin) are known to be teratogenic and should be 
avoided. Cyclosporin can be reserved for use in severe cases at the lowest effective doses. Biologic therapies 
have limited evidence for their use in pregnancy while there is some data supporting TNF-a inhibitors, 
experts recommend discontinuing them in the third trimester to minimize immunosuppression in the 
newborn. 


RATIONALE: 
Correct Answer: 


* Tazarotene - Tazarotene is a topical retinoid with known teratogenicity and should not be used. 


Incorrect Answers: 


e Calcipotriol - Calcipotriol is a topical vitamin D derivative and although safety has not been well 
established, there is an alternative option that is known to be teratogenic. 


* Betamethasone valerate - Topical corticosteroids are a core treatment option in pregnancy. 


* Etanercept - Etanercept is a TNF-a inhibitor and although evidence is mixed, there is an alternative 
option that is known to be teratogenic. 


TAKEAWAY/KEY POINTS: 


Low to moderate potency topical corticosteroids remain the first-line throughout pregnancy and retinoids 
(e.g. tazarotene, acitretin) are known to be teratogenic and should be avoided. 
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The correct answer is: Tazarotene 


Finish review 


Copyrigh 4 PharmAchieve Corporation Ltd. and the Achieve Group of Ce ered trademark of Pha /e Corporation Ltd. and PEBC and the Pharmacy Examining Board of Canada are reg 


trademarks af the Pharmacy Examining Board of Canada (PERC). CDE is a trademark of the Canadian Diabetes Educator Certification Board, PharmAchieve is not affliated nor associated with the PEBC or the Canadian Diabetes 


Board, Terms and conditi 


